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Abstract It is increasingly claimed that modern medicine has entered into crisis —a crisis of 
knowledge (uncertainty over what counts as “evidence” for decision-making and what does 
QRWFDUHDGHÀFLWLQV\PSDWK\HPSDWK\FRPSDVVLRQGLJQLW\DXWRQRP\SDWLHQWVDIHW\QH-
glect, iatrogenic injury, malpractice, excess deaths), economic costs (which threaten to bank-
rupt health systems worldwide) and clinical and institutional governance (a failure of basic and 
advanced management, inspirational and transformational leadership). We believe such a con-
tention to be essentially correct. In the current article, we ask how the delineated components 
of the crisis can be individually understood in order to allow them to be collectively addressed. 
We ask how a transition can be effected away from impersonal, decontextualized and frag-
mented services in the direction of newer models of service provision that are personalized, 
contextualized and integrated. How, we ask, can we improve healthcare outcomes while simul-
taneously containing or lowering their costs? In initial answer to such questions —which are of 
FRQVLGHUDEOHSROLWLFDODVZHOODVFOLQLFDOVLJQLÀFDQFH³ZHDVVHUWWKDWDQHZDSSURDFKKDVEH-
come necessary, particularly in the context of the current epidemic of multi-morbid and so-
cially complex long term illness. This new approach, we argue, is represented by the develop-
ment and application of the concepts and methods of person-centered healthcare (PCH), a 
philosophy and technique in the care of the sick that enables clinicians and health systems to 
UHLQWURGXFHKXPDQLVWLFLGHDOVLQWRFOLQLFDOSUDFWLFHDORQJVLGHFRQWLQXLQJVFLHQWLÀFDGYDQFH
thereby restoring to medicine the humanism it has lost in over a century of empiricism. But the 
delivery of a person-centered healthcare within health systems requires a person-centered edu-
cation and training. In this article we consider, then, why person-centered teaching innovations 
LQWKHXQGHUJUDGXDWHPHGLFDOFXUULFXOXPDUHQHFHVVDU\DVDÀUVWVWHSWRDFKLHYLQJUHDOSURJ-
ress in the integrity of modern undergraduate medical education. Without such innovations, we 
do not believe that suitable foundations for subsequent innovations in postgraduate training can 
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Introduction
It is increasingly claimed that modern medicine has entered 
into crisis1,26XFKDFODLPRQÀUVWH[DPLQDWLRQDSSHDUV
somewhat exaggerated, if not astonishing, and rightly gener-
ates many questions. It will be asked, entirely understand-
ably, “Crisis? What crisis?” “Has not medicine witnessed an 
unprecedented level of progress over the last 100 years, with 
therapeutic nihilism giving way to therapeutic optimism and 
an inexorable move to the provision of universal healthcare 
for all?” “Do not the most recent advances in genomic and 
translational medicine and ‘smart’ technology for patients 
demonstrate that, far from being in crisis, medicine and 
healthcare more generally should engage in the celebration 
of their successes, not talk of crisis or diminution?”2. 
Such questions are, as Miles and Asbridge have recently 
pointed out, powerfully rhetorical2. But these authors, with 
a growing number of others3, are clear that as medicine has 
EHFRPHPRUHSRZHUIXOO\VFLHQWLÀFLWKDVDOVREHFRPHLQ-
creasingly depersonalized. They argue that recent decades 
have seen a shift of the clinical and institutional “gaze” 
away from the patient as a person, towards a vision of prac-
tice that focuses more on the technical application of gov-
ernment and payer-approved guidelines, than on the 
VSHFLÀFQHHGVRIWKHLQGLYLGXDOSDWLHQW7KLVVKLIWRI´JD]Hµ
has resulted, it is contended, in a wide range of unintended 
PALABRAS CLAVE
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be laid and, with them, a continuing professional education in PCH that spans entire medical 
FDUHHUV:HÀUVWUHYLHZWKHKLVWRULFDOSHUVSHFWLYHVRIUHOHYDQFHWRRXUDUJXPHQWVDQGWKHQDG-
vocate a radical re-think of what we believe to be the urgent imperatives for a modern medical 
undergraduate and postgraduate training.
© 2015 Elsevier España, S.L.U. This is an open access item distributed under the Creative Commons 
CC License BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Hacia una educación médica centrada en la persona: retos y exigencias (I) 
Resumen 6HDÀUPDFDGDYH]FRQPiVIXHU]DTXHODPHGLFLQDPRGHUQDKDHQWUDGRHQFULVLV
—una crisis de conocimientos (incertidumbre sobre qué cuenta como “evidencia” para la toma 
GHGHFLVLRQHV\TXpQRGHODDWHQFLyQXQGpÀFLWHQODVLPSDWtDHPSDWtDFRPSDVLyQGLJQLGDG
y autonomía), de la seguridad del paciente (negligencia, daño iatrogénico, mala praxis, exceso 
de mortalidad), de los costes económicos (que amenazan con la quiebra de los sistemas de salud 
DQLYHOPXQGLDO\GHODJHVWLyQFOtQLFDHLQVWLWXFLRQDOXQIUDFDVRWDQWRHQODJHVWLyQEiVLFD\
avanzada como de liderazgo inspiracional y transformativo). Creemos que tal aseveración es 
esencialmente correcta. En el presente artículo nos preguntamos cómo podemos comprender 
LQGLYLGXDOPHQWHFDGDFRPSRQHQWHGHHVWDFULVLVFRQHOÀQGHSRGHUDERUGDUHOSUREOHPDHQVX
conjunto, cómo podemos efectuar la transición desde unos servicios impersonales, contextuali-
zados y fragmentados hacia nuevos modelos de prestación de servicios centrados en la persona-
lización, contextualización e integración, y cómo podemos mejorar los resultados de la aten-
ción sanitaria a la vez que se contienen o reducen sus costes. Como respuesta inicial a este tipo 
GHFXHVWLRQHVTXHVRQGHDOFDQFHFOtQLFR\SROtWLFRDÀUPDPRVTXHHVFRPSOHWDPHQWHQHFHVD-
rio un nuevo enfoque asistencial, especialmente en el contexto epidémico actual de enferme-
dades crónicas, comórbidas y socialmente complejas propio de las sociedades desarrolladas. Se 
argumenta cómo este nuevo enfoque puede estar representado por el desarrollo y aplicación de 
QXHYRVFRQFHSWRV\PpWRGRVGHXQDDVLVWHQFLDVDQLWDULDFHQWUDGDHQODSHUVRQDXQDÀORVRItD\
técnica del cuidado de los enfermos que permite a los médicos y a los sistemas de salud integrar 
ODUHKXPDQL]DFLyQHQODSUiFWLFDFOtQLFDMXQWRDOFRQWLQXRDYDQFHFLHQWtÀFRUHLQVWDXUDQGRDVt
en la medicina el humanismo perdido tras un siglo de empirismo. Pero la aplicación de los cui-
dados sanitarios centrados en la persona dentro de los sistemas de salud requiere también de 
una educación y formación centradas en la persona. En este artículo se discute la necesidad 
de innovar los planes de estudio con contenidos sobre la asistencia sanitaria centrada en la 
persona, como un primer paso para lograr el progreso real hacia una enseñanza médica moder-
QDHLQWHJUDO6LQHVWHWLSRGHLQQRYDFLyQGHO*UDGRQRVHLQWURGXFLUiQODVEDVHVDGHFXDGDVSDUD
una posterior innovación efectiva de la enseñanza de posgrado y de la formación continuada 
sobre asistencia sanitaria centrada en la persona, mantenida a lo largo de toda la carrera pro-
fesional del médico. En primer lugar, revisamos las perspectivas históricas relevantes para nues-
tros argumentos y abogamos por un replanteamiento radical de lo que creemos son las exigen-
FLDVPiVXUJHQWHVSDUDODIRUPDFLyQGHOHVWXGLDQWHGHJUDGR\SRVJUDGRHQPHGLFLQD
© 2015 Elsevier España, S.L.U. Este es un artículo de acceso abierto distribuido bajo los términos de 
la Licencia Creative Commons CC BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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consequences. Thus, we see patients increasingly complain-
ing of the inhuman way in which they are routinely “pro-
cessed” by health services, with recent years witnessing an 
increasing frequency of care home and hospital scandals. 
Avoidable medical error and system failure rates have in-
creased substantially and documented concerns for patient 
VDIHW\KDYHEHFRPHDGHÀQLQJFKDUDFWHULVWLFRIRXUWLPHV
an extraordinary observation since a guarantee of safety 
should be a sine qua non within the hands of clinicians and 
WKHFRQÀQHVRIFDULQJLQVWLWXWLRQV2,3. 
As a consequence of such observations it is of little sur-
prise that complaints to health institutions have risen expo-
nentially and that malpractice suits have increased in 
parallel as the standards of care fall below a common de-
nominator of basic adequacy into simple neglect and frank 
negligence2,3. In addition, healthcare costs have spiralled 
upwards as a function of advancing biomedical/technologi-
cal progress in combination with increasing patient demand, 
so that health systems are now routinely described as at 
“breaking point” (due to a dramatic rise in chronic long-
term illnesses, the failure of health promotion and patient 
education/health literacy initiatives and the failure of 
strategies to address socio-economic inequalities in 
health)2. Finally, we are able to see acute problems arising 
IURPFOLQLFDOPDQSRZHUGHÀFLHQFLHVDQGWKHVHFRPELQHG
ZLWKLQFUHDVLQJO\KLJKFOLQLFDOZRUNORDGVKDYHOHGWRÁDPH
burn and rust out in clinicians at hitherto unprecedented 
levels2,3. Of all of these individual factors, no single one ap-
pears to be acting independently of the others. Rather, a 
key number of such factors are combing together to pre-
cipitate the crisis in healthcare to which we refer. The fac-
tors, as we have seen, are professional and system-related 
in their nature. But how, exactly, do they combine together 
to constitute what we believe to be the current crisis in 
medicine? 
It has been asserted previously2 that the current crisis in 
medicine is constituted by a crisis of knowledge (uncertain-
ty over what counts as “evidence” for decision making and 
what does not), careDGHÀFLWLQV\PSDWK\HPSDWK\FRP-
passion, dignity, autonomy) patient safety (neglect, iatro-
genic injury, malpractice, excess deaths), economic costs 
(which threaten to bankrupt health systems worldwide) and 
clinical and institutional governance (a failure of basic 
and advanced management, inspirational and transforma-
tional leadership). Indeed, it has been contended that if 
modern Society continues to tolerate this crisis of disregard 
DQGQHJOHFWGRLQJOLWWOHDSDUWIURP´ÀUHÀJKWLQJµLQWKH
IDFHRIVXFKGHÀFLHQFLHVWKHQZHZLOOKDYHUHDFKHGDYHU\
sad juncture in human history indeed4-7. So what is to be 
done? How can the components of the crisis we have delin-
eated be individually understood in order to allow them to 
be collectively addressed? How can we effect a transition 
away from impersonal, decontextualized and fragmented 
services to newer models of service provision that are per-
sonalized, contextualized and integrated? How can we im-
prove health care outcomes while simultaneously containing 
or lowering their costs?3.
As has been acknowledged2,3, it would be naïve to imagine 
that easy answers to such complex questions are immedi-
ately available. Indeed they are not. Yet such questions are 
RIFRQVLGHUDEOHSROLWLFDODVZHOODVFOLQLFDOVLJQLÀFDQFHDQG
need urgently to be addressed. The central question of rel-
evance here is how? Existing approaches, as Miles and As-
bridge argue2,3, seem to have been ineffective in modifying, 
IRUWKHEHWWHUWKHUDGLFDOGHÀFLHQFLHVZLWKLQDQGWKHHVFD-
lating costs of health systems. For this reason, these authors 
advocate that a new approach is therefore necessary - one 
which employs a very different way of “thinking” and “do-
ing”. This new approach is represented by the development 
and application of the concepts and methods of person-cen-
tered health care (PCH), a philosophy and technique in the 
care of the sick that enables clinicians and health systems 
to re-introduce humanistic ideals into clinical practice 
DORQJVLGHFRQWLQXLQJVFLHQWLÀFDGYDQFH8 — thereby restoring 
to medicine the humanism it has lost in over a century of 
empiricism. But the delivery of a person-centered health-
care within health systems requires a person-centered edu-
cation and training. In this article we consider, then, how 
person-centered teaching innovations in the undergraduate 
PHGLFDOFXUULFXOXPDUHQHFHVVDU\DVDÀUVWVWHSWRDFKLHY-
ing real progress in the integrity of modern undergraduate 
medical education. Without such innovations, we do not be-
lieve that suitable foundations for subsequent innovations 
in postgraduate training can be laid and, with them, a con-
tinuing professional education in PCH that spans entire 
PHGLFDOFDUHHUV:HÀUVWFRQVLGHUWKHKLVWRULFDOEDFNJURXQG
to the rapidly increasing interest in person-centered health-
care, before advocating radical action in response to what 
we believe to be the urgent imperatives for a modern medi-
cal undergraduate and postgraduate training. 
Historical background — and its relevance 
to the need for a reform of medical education 
in the 21st Century
Concerns with a lack of person-centered teaching within the 
undergraduate medical curriculum are far from new, with 
signal observations being articulated since at least 1927. Dr. 
Francis Peabody, for example, Professor of Medicine at Har-
vard University, USA, was one of the earliest examples of a 
physician who practised at a time when it was increasingly 
UHFRJQL]HGWKDWPHGLFLQHZDVEHFRPLQJQDUURZO\VFLHQWLÀF
and care too impersonal — in parallel. Writing in “The Care 
of the Patient”9, Peabody notes that “the most common 
criticism made at present by older practitioners is that 
young graduates have been taught a great deal about the 
mechanism of disease, but very little about the practice of 
medicine — or, to put it more bluntly, they are too ‘scien-
tific’ and do not know how to take care of patients”. In 
WHUPVRIPHGLFDOHGXFDWLRQ3HDERG\KDGQRGLIÀFXOW\LQ
agreeing that the changes in the undergraduate medical 
curriculum taking place at that time had very clear rele-
vance, so that a re-structuring of the curriculum could en-
sure that students were taught the latest scientific 
NQRZOHGJHIRUWKHGLUHFWEHQHÀWRISDWLHQWV1HYHUWKHOHVV
he worried that it was becoming increasingly forgotten that 
the application of the principles of science to the diagnosis, 
treatment and follow-up of disease continued to represent 
only one aspect of medical practice, so that the understand-
ing that science was only one component of medicine (and 
not the only knowledge of relevance to the care of the pa-
tient) was becoming lost. 
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Peabody’s contention was in no way “anti-science”. On 
the contrary, his writings can be seen to exemplify a consid-
erable excitement with the extraordinarily rapid accumula-
WLRQRIVFLHQWLÀFHYLGHQFHRIUHOHYDQFHWRPHGLFDOSUDFWLFH
He spoke, for example, specifically about the “amazing 
progress of science in its relation to medicine” and of the 
´HQRUPRXVPDVVRIVFLHQWLÀFPDWHULDOZKLFKPXVWEHPDGH
available to the modern physician”9. He was clear, however, 
that “the art of medicine and the science of medicine are 
not antagonistic, but rather supplementary to each other” 
and he insisted that there was “no more contradiction be-
tween the science of medicine and the art of medicine than 
EHWZHHQWKHVFLHQFHRIDHURQDXWLFVDQGWKHDUWRIÁ\LQJµ
Based on this philosophy, indeed wisdom, Peabody exhorted 
his medical students to remember that “disease in man is 
never the same as disease in an experimental animal, for in 
man the disease at once affects and is affected by what we 
call the emotional life”, so that “the physician who at-
tempts to take care of a patient while he neglects this fac-
tor is as unscientific as the investigator who neglects to 
control all the conditions that may affect his experiment”. 
3HDERG\VSHFLÀFDOO\WDXJKWPHGLFDOVWXGHQWVWKDWZKLOH
the treatment of a disease may be entirely impersonal, the 
care of a patient must be completely personal, emphasizing 
the need for an ethically intimate relationship between pa-
tient and doctor that he believed to be central to the provi-
sion of an effective clinical care. Here, Peabody was clear 
that the failure of young physicians to establish such a rela-
tionship accounted for much of their ineffectiveness in the 
care of patients and he noted that the change then occur-
ring in the professional style of consultation, from doctor as 
humanist to doctor as scientist, played a prominent role in 
the descent of hospitals, founded with the highest human 
ideals, into “dehumanized machines”. 
The development of a relationship-based style of clinical 
practice, fostered by solid person-centered medical teach-
ing within the undergraduate medical curriculum, was the 
subject of Peabody’s many Harvard Lectures. Repeatedly, 
he emphasized that the clinical picture of the patient 
should never be understood simply as “just a photograph of 
a man sick in bed; it is an impressionistic painting of the 
patient surrounded by his home, his work, his relations, his 
friends, his joys, sorrows, hopes and fears”. For Peabody, 
then, the “good doctor” would, as a matter of course, al-
ways strive to achieve such an intimate knowledge of his 
SDWLHQW·VFLUFXPVWDQFHVDVZHOODVDIÁLFWLRQVXQGHUVWDQGLQJ
clearly that in order to achieve and maintain such contex-
tual insight, “time, sympathy and understanding must be 
lavishly dispensed”. In concluding his article “The Care of 
the Patient”, Peabody communicated a truism to medicine 
which in our view remains completely extant: “for the se-
cret of the care of the patient is in caring for the pa-
tient”9,10. 
Peabody died prematurely at the age of 47 of gastric leio-
myosarcoma in 1927, but throughout the 20th Century (and in 
the 21st) his writings and lectures have continuously been 
described as having a fabric of pristine humanism and a uni-
versality and timeliness that embody the noblest aspirations 
of the medical profession [cf. 3,11]. Nevertheless, his exhor-
tations failed to decelerate a growing de-personalization in 
the teaching and practice of medicine, with the curriculum 
becoming more and more concerned to teach accumulating 
VFLHQWLÀFNQRZOHGJHULJKWO\DQGOHVVDQGOHVVFRQFHUQHGWR
inculcate solid notions of humanism in parallel (wrongly). As 
the process of curriculum reform continued, medical educa-
WLRQZLWQHVVHGWKHHPHUJHQFHRIRWKHUVLJQDOÀJXUHVZKR
like Peabody years before them, were equally alarmed at a 
growing dissociation between the teaching of science within 
the curriculum and the inculcation of humanity. 
Paul Tournier, for example, a Swiss family physician, writ-
ing in his first book Médecine de la Personne, contended 
that one solution to the crisis of de-personalization in medi-
cal education was the adoption of an integrated approach to 
teaching. Here, students would be taught that clinical inter-
vention should only take place within a context of psycho-
logical understanding and pastoral counselling, where 
attention was given not only to the biological dimensions of 
disease, but equally to the psychological, emotional and 
spiritual dimensions of the human person, with account be-
ing taken also of the patient’s social context in terms of his 
family, work and relationships in Society. Tournier had be-
come greatly worried by what he observed to be the teach-
ing of a “mechanical, reductionist clinical practice, devoid 
of ethics and without sustaining compassion”. Tournier was, 
like Peabody, encouraged by the developments in the cur-
riculum that allowed students to learn of the latest devel-
opments in scientific medicine, but he was clear that 
KRZHYHUVFLHQWLÀFPHGLFLQHZRXOGEHFRPHWKHUHZRXOGUH-
main a need to augment such knowledge in practice with “a 
personal knowledge, which is of a different order, the order 
of the person, not that of things”12. 
Although publishing an extensive number of books on per-
son-centered healthcare and, throughout his career, acquir-
ing a global audience for his work on pastoral counselling 
and on the psychosocial and spiritual aspects of routine pa-
WLHQWFDUH7RXUQLHUOLNH3HDERG\XOWLPDWHO\IDLOHGWRLQÁX-
ence the course of medical education and training. Indeed, 
it was not until 1977, and thus some 50 years following the 
publication of Peabody’s “The Care of the Patient”9 and 
33 years following the publication of Tournier’s Médecine de 
la Personne12, that medical education witnessed one of the 
PRVWVLJQLÀFDQWRFFXUUHQFHVRIVXEVWDQWLDOUHOHYDQFHWRSHU-
son-centered healthcare education. We refer here to the 
publication of a landmark paper within the journal Science, 
entitled “The Need for a New Medical Model: A Challenge for 
Biomedicine”13. The author, George Engel, was an American 
psychiatrist, who had studied with Soma Weiss, a physician 
who had earlier trained with Francis Peabody. Weiss taught 
Engel the importance of placing the patient’s narrative at 
the very centre of the clinical assessment. Engel argued for 
a re-introduction into medical education and clinical prac-
tice of a proper understanding of the psychological, behav-
ioural and social context of the patient alongside biological 
and biomedical knowledge, this enabling “a blueprint for 
research, a framework for teaching and a design for action 
in the real world of health care”. Continuing his work, Engel 
outlined a methodology through which his biopsychosocial 
model could be applied in clinical practice, rejecting a mo-
nistic and reductionist approach to clinical practice14. In so 
doing, Engel broadened the clinician’s “gaze” away from a 
cold, impersonal, technical and biomedically dominated 
style of clinical practice, towards the embrace of an educa-
tion and practice that understood and responded to the in-
trinsically human dimensions of suffering. 
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Challenges to medical education and clinical 
practice in the late 20th and current  
21st Century — patient-centered care 
and evidence-based medicine
The collective work of Francis Peabody, Paul Tournier and 
George Engel (by no means the only, but perhaps some of 
the most prominent voices of the “patient as a person” 
movement15), while not causing of themselves a revolution 
in medical education and clinical training per se, undoubt-
edly created a platform for late 20th Century and early 21st 
Century enquiries into the person-centeredness — or lack of 
it — of medical education and clinical care. Indeed, al-
though the literature shows a slow, but growing, interest in 
the personalization of medical teaching and clinical care 
from the mid-1950’s, it was perhaps not until the mid-1980s 
that we begin to see a far more rapid growth of interest in 
individualization, with the appearance of new terminology 
illustrating this development. 
Patient-centered medicine/care
,QWKLVFRQWH[WWKHÀUVWXVHRIWKHWHUP´SDWLHQWFHQWHUHG
care” (PCC) continues to be attributed to Levenstein and 
colleagues16, who employed the descriptor within their sem-
inal paper published in the journal Family Practice in 1986 
entitled “The patient-centered clinical method — a model 
for the doctor-patient interaction in family medicine”. Lev-
enstein’s article achieved a major impact, causing medicine 
WRFRPPHQFHDVHULRXVUHÁHFWLRQRQWKHGHSHUVRQDOL]DWLRQ
that had been progressively occurring within teaching and 
practice over that particular century. The nature of the de-
personalisation became more and more clearly articulated 
— medicine had become so focussed on the use of its scien-
WLÀFNQRZOHGJHLQRUGHUWRameliorate, attenuate and cure, 
that it was forgetting its historic imperatives to care, com-
fort and console. The growing dissociation of these funda-
mental principles of medicine was increasingly acknowledged 
within the literature to have the potential to damage clini-
cal professionalism through a growing distortion of the pri-
orities and ethos of medicine. Here, a reductive focus on 
disease processes and organ systems was seen to be leading 
to the compartmentalization of knowledge, the fragmenta-
tion of clinical services and to documented increases of a 
frank neglect of patients’ concerns, needs and values, so 
that the human dimension of medicine was becoming lost 
and with it, therefore, medicine’s fundamental purpose (for 
extensive bibliography, see Miles8). 
Evidence-based Medicine
$ORQJVLGHWKHLQFUHDVLQJO\LQÁXHQWLDOSDWLHQWFHQWHUHGFDUH
movement of the late 20th century, medicine witnessed an-
other occurrence of equal relevance to medical education 
and clinical practice — the appearance of the Evidence-
EDVHG0HGLFLQH(%0PRYHPHQW7KHWHUP(%0ZDVÀUVW
employed in 1990, appearing in the literature in 199117 in 
advance of a full and detailed account of EBM as “a new ap-
proach to teaching the practice of medicine”18. EBM 
claimed that the current paradigm in which medicine was 
imbedded had become untenable and was in urgent need of 
substitution with a new philosophy of medical practice and 
teaching. For the first time in medicine, a movement 
claimed that clinical practice should be based on the prin-
ciples of clinical epidemiology. Here, biostatistical data 
from methodologically limited quantitative study designs 
such as randomized controlled trials and effect sizes from 
meta-analyses of randomized controlled trials were to be 
understood as the most reliable forms of evidence for clini-
cal decision-making, with other forms of knowledge being 
relegated to subordinate positions within an evidence hier-
archy or excluded from consideration altogether. For this 
reason, Feinstein and Horwitz, writing in the American 
Journal of Medicine in 1997, argued that EBM, given its na-
ture, was effectively unable to assimilate the humanistic 
dimension of clinical practice which included, as they 
pointed out, psychosocial factors and support, the personal 
preferences of patients and strategies for giving comfort 
and reassurance19. 
The fundamental inability of the EBM model to incorpo-
rate such factors into decision-making when they are in 
FRQÁLFWZLWKWKH´(µRI(%0KDVUHPDLQHGKLJKO\SUREOHP-
atic for the movement and its leaders. Attempts to estab-
lish a means of doing so have sequentially failed, with the 
original EBM model having changed in terms of its philoso-
phy and method no less than four times since its original 
publication in 199220. One relatively recent essay, in 2009, 
by three major leaders of the movement (including Gordon 
Guyatt, the originator of the term EBM and co-architect of 
the EBM Movement) has described this fundamental inabil-
ity of EBM as “vexing”21, with major clinical commentary 
FRQÀUPLQJWKHVDPH22-28. Far more recently, in 2014, a fur-
ther three EBM leaders, writing in the British Medical Jour-
nal, ask: “Evidence-based medicine: a movement in 
crisis?”29. Their answer is “yes” and they contend that while 
(%0KDVUHVXOWHGLQPDQ\EHQHÀWVLWKDVDOVRUHVXOWHGLQ
many negative and unintended consequences. In response, 
they have offered a preliminary agendum for the move-
PHQW·V´UHQDLVVDQFHµVRWKDWXVHDEOHVFLHQWLÀFHYLGHQFH
can be combined far better with clinical context and pro-
fessional expertise, ensuring that individual patients are 
provided with more optimal treatment than was possible 
under the former four EBM models. This imperative was re-
FHQWO\GLVFXVVHGDWDKLJKSURÀOHFOLQLFDOFRQIHUHQFHLQ2[-
ford UK, with EBM delegates acknowledging the current 
model of EBM to be broken and calling for its defects to be 
properly addressed30. Unfortunately, while EBM’s current 
limitations as a model of practice were frankly considered, 
no solutions were offered. If, then, a “renaissance” does 
come, then the changes that it will necessitate will repre-
VHQWWKHUHIRUHDÀIWKUHFRQVWLWXWLRQRI(%0SKLORVRSK\
and method since the original EBM model was published 
some 25 years ago8,20,29.
21st Century Medical Education — quo vadis?
Against the historical background we have given in summary 
above, we now turn to what we believe to be the impera-
tives for modern medical education and physician training 
as our current century moves forward. We do not believe 
30 A. Miles et al.
that modern medical education is comprehensively “bro-
ken” — that would mean we are producing doctors who are 
in some ways inadequately trained and unable to act wisely 
in the care of patients. That is not the case. But it is not an 
exaggeration, we think, to claim that some major improve-
ments in the undergraduate medical curriculum have be-
come necessary, not only in terms of the methods of 
teaching delivery, but most importantly in terms of curricu-
lum content. Indeed, there is no doubt in our view that 
there is a need urgently to address, educationally, what Rita 
Charon31 has called “the vexing failures of medicine, its re-
lentless positivism, its damaging reductionism, its appeal to 
the sciences and not to the humanities in the Academy and 
its wholesale refusal to take into account the human dimen-
sions of illness and healing”. 
For almost a century now, medicine has increasingly con-
ÀQHGLWVHOIWRWKHVROHO\ELRORJLFDODSSURDFKRIGHWHUPLQLQJ
“what is wrong” and then “how to treat”, so that the ques-
tion to the patient: “Who are you and what is important to 
you” has become optional, not primary. Indeed, medicine 
has all but ceased to see the patient as a person in all his or 
her biographical richness, indeed uniqueness1-8. This reduc-
tive focus of modern medicine with its fascination with the 
cellular or molecular basis of disease, to which Charon re-
fers31, needs to be widened to a fascination with the person 
of the patient, so that a proper understanding of how the 
disease is affecting the patient’s psychology, emotions, spir-
ituality and lifestyle/social functioning, can be gained and 
SUDFWLFDOO\XWLOL]HG,WLVVDOXWDU\KHUHWRNHHSÀUPO\LQ
mind the undeniable truism that the disease is part of the 
person, not the person part of the disease, a vital distinc-
tion that modern medicine increasingly neglects to under-
stand. 
Personomics?
An article recently published within the Journal of the 
American Medical Association makes these points extremely 
well. Ziegelstein32, quoting William Osler (“It is much more 
important to know what sort of a patient has a disease than 
what sort of a disease a patient has”), is clear that “There 
can be no doubt that if genomics, proteomics, pharmacoge-
nomics, metabolomics, and epigenomics can be used to 
identify treatments that are uniquely tailored to the indi-
vidual, the possibilities are almost unimaginable. However, 
an important element has been left out of the discussion. 
Individuals are not only distinguished by their biological 
variability; they also differ greatly in terms of how diseases 
affect their lives. People have different personalities, resil-
LHQFHDQGUHVRXUFHVWKDWLQÁXHQFHKRZWKH\ZLOODGDSWWR
illness, so that the same disease can alter one individual’s 
personal and family life completely and not affect that of 
another person much at all. Diseases do not just affect indi-
viduals; they affect their families and friends, and their 
communities”. 
Ziegelstein’s thesis presents nothing that is entirely new. 
Rather, it very valuably emphasizes what is already known, 
EXWZKDWLVQRWVXIÀFLHQWO\´WDONHGDERXWµDQGDSSUHFLDWHG
within everyday clinical practice. This is undoubtedly why 
KHSODFHVHPSKDVLVRQWKHQHHGWRXQGHUVWDQG´WKHLQÁX-
ence of the unique circumstances of the person—the “perso-
nome”, where he argues, rightly, that this is just as powerful 
as the impact of that individual’s genome, proteome, phar-
macogenome, metabolome and epigenome. The tools of 
precision medicine, Ziegelstein argues, have given us a 
greater understanding of the cellular and molecular deter-
minants of individual uniqueness, “yet physicians-in-train-
ing have been facing greater challenges getting to know 
their patients as people”. He rightly points out that “Inter-
nal medicine residents now spend more time at the com-
puter than they do providing direct patient care”, thus 
familiarizing themselves far more with “an electronic fac-
simile of a patient” (what Verghese has termed an “iPa-
tient”), rather than meeting face to face with the individual 
patient in an individual hospital bed or outpatient clinic. 
And what of medical education? Compounding this situa-
tion, Ziegelstein notes, is a failure within the undergradu-
ate medical curriculum to integrate, with the biological 
sciences, the psychological, social, cultural, behavioral and 
HFRQRPLFIDFWRUVWKDWLQÁXHQFHKXPDQKHDOWKDQGGLVHDVH
This, he argues, has the potential to suggest to students 
that the psychosocial and societal issues encountered in 
clinical practice are somehow less important to patient care 
than the basic sciences. Yet he is clear that to teach to stu-
dents the understanding, indeed reality, that each single, 
individual patient is a person not an object, subject or com-
plex biological machine (just as the clinician is a person, not 
a skilled functionary dispensing prescriptions and interven-
tions) is critical — indeed as critical as everything else that 
is taught during the long years of undergraduate study and 
in the early years of postgraduate physician training. In-
deed, as Ziegelstein says, “Teaching medical students and 
residents the skills involved in patient-centered care and 
communication and enhancing the behavioral and social sci-
ence content of a medical school’s curriculum are just as 
important as teaching the molecular and genetic basis of 
health and illness”. We agree.
Teaching medicine as a science-using practice: 
a prerequisite for person-centered healthcare
We see in Ziegelstein’s32 recent writing, then, an absolute 
agreement with the imperatives articulated by Peabody in 
1927 and 19289,10 and all those other physicians who wrote 
similarly in the interim. Yet modern medicine and the edu-
cation it provides to its students is confronted by a dilem-
ma. Students have become accustomed (and in recent years 
have been explicitly taught) to understand medicine as a 
science, when medicine, according to its own philosophy, is 
nothing of the sort. Rather, medicine is primarily a human 
activity with a moral character that employs science but 
does not equate to it. In other words, medicine is a science-
using practice, so that science represents a vital and indis-
pensable tool of medicine, but does not describe medicine’s 
soul33,34. The soul of medicine is seen in the clinical encoun-
ter with the patient who, having become ill, presents to the 
physician asking for help and where the physician responds, 
using all of the skills and knowledge he has accumulated, in 
attending that patient within a context of ethical relation-
ship, equality and mutual trust1-10,12,22,33,34. 
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It is here that students and physicians alike can under-
stand the advent of the patient-centered medicine move-
PHQWDQGLWVUDSLGO\JURZLQJFOLQLFDODQGSROLWLFDOLQÁXHQFH
in our current age. Indeed, this movement has aimed, prin-
cipally, at achieving a re-balancing of medicine’s science 
with medicine’s humanism, seeking to remind clinicians that 
patients’ subjective needs (as expressed by them through 
narratives, values, preferences, and so on) are to be as fully 
considered as medicine’s science when formulating treat-
PHQWSODQVDQGWKDWZKHQDSDWLHQW·VYDOXHVDUHLQFRQÁLFW
with the science, then it is the values which remain pre-
eminent and which form the basis of decision-making. Im-
portantly, patient-centered medicine has been criticized as 
an overly consumerist model of care, where the patient is 
empowered as a customer and the clinician is disempow-
ered into a simple provider of goods1-10. In direct contradis-
tinction, the EBM movement has aimed principally at 
accelerating the introduction of scientific evidence into 
“hands on” practice in the clinic and at the bedside, but be-
ing preoccupied with biostatistics (and traditionally viewing 
these as pre-eminent above patients’ subjectively expressed 
needs) has gravely neglected the humanistic character of 
medicine1-10, resulting in the range of unintended conse-
quences for medicine’s humanism that EBM leaders now 
themselves openly acknowledge29,30. Moreover, EBM has 
been criticized for being overtly paternalistic in identifying 
what physicians believe to be the optimal therapeutic way 
forward based on bioscience and then seeking to implement 
this with minimal real concern for patient’s values and pref-
erences1-10. It seems clear and is increasingly acknowledged 
to be the case that both movements show profound short-
comings and need, somehow, to overcome them. What are 
the implications here for how we should see medicine ide-
ally practised and what we therefore need to teach to our 
students? Should we aim to harvest the best principles of 
both models, discard the others and move forward in teach-
ing and practice in this way?
Teaching the need for a coalescence of EBM 
and Patient-Centered Care
Hartzband and Groopman, when discussing the parallel 
emergence of the patient-centered medicine and evidence-
based medicine movements, worry that “now, when it is 
most important for them to coalesce, they are poised to 
collide”35. These authors are also clear that the success of 
modern medical education and clinical practice will involve 
taking a full account of complex psychological, sociological 
and cultural factors within clinical practice, alongside bio-
medicine, so that the skills associated with medical human-
ism should re-acquire the importance they were once 
afforded, both in the medical curriculum and in clinical 
practice itself. They argue for the urgent need to ensure a 
“thoughtful collaboration between evidence-based practice 
and humanism”, so that the dual use of both science and 
humanism, understanding the intimate linkage between 
them, can prevent “an outright collision between medical 
humanism and evidence-based guidelines”. 
We agree with Hartzband and Groopman that the time has 
indeed come for EBM and patient-centered medicine to co-
alesce and precisely for the reasons these authors give. The 
question is how to achieve such a coalescence and then to 
teach medical students and physicians in training why such 
changes have become necessary within medicine and what 
implications they have for clinical practice and continuing 
professional education. Certainly, the “thoughtful collabo-
ration between evidence-based practice and humanism” 
cannot begin to occur while EBM maintains a rigidly founda-
tionalist stance which insists that clinical practice is to be 
basedRQVFLHQWLÀFHYLGHQFH3URSHUO\XQGHUVWRRGVFLHQFH
informs medicine, it does not dictate to it. Indeed, as med-
icine’s own epistemology has always made clear, science is 
only one form of knowledge for clinical practice among 
many others. It sits alongside all of these other sources of 
knowledge and not on top of them. Any coalescence will 
WKHUHIRUHUHTXLUH(%0HYHQLQLWVÀIWKRQJRLQJFXUUHQWUH-
constitution, to move from epistemological foundationalism 
to epistemological non-foundationalism and thus from a sci-
entific evidence-based stance (EBM), to a scientific evi-
dence-informed position (EIM). For this reason, and to make 
progress towards the development of new clinical methods 
to deal far more effectively with the current epidemic of 
multi-morbid, socially complex long term illness, Miles and 
Asbridge have called for the “collapse” of the vertically or-
dered “Hierarchy of Evidence” of EBM into a horizontally 
ordered “Library of Clinical Knowledge Sources” which 
SODFHVVFLHQWLÀFNQRZOHGJHDORQJVLGHDOORWKHUIRUPVRIFOLQ-
ical knowledge of relevance to clinical decision-making and 
from which the wise clinician can draw, as indicated, with 
GLUHFWUHIHUHQFHWRWKHVSHFLÀFQHHGVRIWKHLQGLYLGXDOSD-
tient1-10. 
A science-informed versus science-based model of this 
type ensures that, as The Lancet insisted in 1995, EBM is 
positioned “in its place”36 — a place from which it directly 
informs and facilitates clinical practice without restricting 
decision-making, a position which allows reliable science to 
be integrated, if appropriate, with patients’ subjectively 
asserted needs. This model is person-centered medicine, “a 
philosophy and method which enables affordable biomedi-
cal and technological advance to be delivered to patients 
within a humanistic framework of care that recognizes the 
importance of applying science in a manner which respects 
the patient as a whole person and takes full account of his 
values, preferences, aspirations, stories, cultural context, 
fears, worries and hopes and thus which recognizes and re-
sponds to his emotional, social and spiritual necessities in 
addition to his physical needs”1-10. 
Person-centered Medicine: why should 
we teach and adopt it?
To the enlightened physician, adopting a person-centered 
approach to medical education and clinical practice may 
seem intuitively the right thing to do when considering the 
challenges that modern medicine faces. But there is more 
than intuition of relevance here. Indeed, we know that per-
son-centered, relationship-based approaches to care in-
crease patient adherence to both simple and complex 
medication regimens; that they reduce the frequency of 
primary care and secondary care presentations, that they 
32 A. Miles et al.
decrease the frequency of symptom exacerbations and dis-
tress; that they reduce frequency of hospitalization and 
that they decrease length of hospital stay following any ad-
mission. Further, they are associated with increased patient 
and clinician satisfaction with care and, by virtue of these 
PRGLÀFDWLRQVRILOOQHVVWUDMHFWRULHVVDWLVIDFWLRQDQGVHUYLFH
use, are positively correlated with decreased economic and 
human resource utilization, lower physician burn out rates 
and with better clinical outcomes. Increasingly, rigorous 
empirical studies are now being added to the results of so 
much of the qualitative research into person-centered care 
that has been conducted over recent years, actively sup-
SRUWLQJDQHPSLULFDOMXVWLÀFDWLRQIRUWKHWHDFKLQJRISHUVRQ
centered healthcare approaches and their utilization in 
every day practice3.
For these reasons, it is our view that a move to far more 
person-centered clinical teaching and practice is the only 
modern method through which patients can be given a bet-
ter “deal” and where clinical professionalism can be main-
tained and advanced. Indeed, if care is to move away from 
a purely reductive anatomico-pathological focus in the di-
rection of a more authentically anthropocentric model of 
clinical care that aims to take as full an account of the sub-
jective experience of illness by the patient as it does of the 
objective measurement and monitoring of disease3, then it 
would appear that professionals should be given the great-
est of encouragement by Government Regulators, the Pub-
lic, Healthcare Charities and Foundations, as well as the 
Healthcare Industry, to engage with this new system of ideas 
and its trial methods. Person-centered approaches to care 
are not, after all, in any way, options. They are in no way 
idiosyncratic methods to be employed by a minority of em-
pathetic healthcare workers. On the contrary, they are im-
peratives if medicine and the clinical professions are to 
remain vocations and not “service industries”, processing 
patients in the manner of statistics as part of some wider 
industrial, State-funded or privately delivered “method” of 
“dealing” with the illness and suffering of its many citizens.
Conclusion
8QGHUJUDGXDWHPHGLFDOHGXFDWLRQLVLQQHHGRIVLJQLÀFDQW
reform. The challenges facing medicine include an epide-
miological shift away from acute single diagnosis disease, 
towards long term multi-morbid and socially complex chron-
ic illness, where the previous formula of diagnose, treat, 
cure and discharge is not applicable and where models of 
care which depend solely on biomedical science are of little 
use. Moreover, major shifts are occurring in the physician-
patient relationship as patient organizations drive forward 
increases in patient education, advocacy and empowerment 
and as shared decision-making between patient and physi-
cian is rapidly becoming normative. New models of teaching 
and care are therefore required to respond to such seem-
ingly inexorable change. 
While modern medical education has been highly success-
IXOLQLQWURGXFLQJRQJRLQJVFLHQWLÀFDGYDQFHLQWRWKHFXU-
riculum, it has been far less successful in ensuring the 
inculcation of humanity and ensuring that students achieve 
a full working knowledge of the value of understanding the 
patient’s subjective experience of illness and the nature of 
medical knowledge that goes beyond simple or complex bio-
medicine. It is vital, we believe, that students are taught 
that patients present to physicians for assistance not as a 
collection of organ systems, one or more of which may be 
dysfunctional requiring scientifically indicated technical 
and pharmacological interventions, but rather as integral 
human beings with narratives, values, preferences, psychol-
ogy and emotionality, cultural situation, spiritual and exis-
WHQWLDOFRQFHUQVSRVVLEOHGLIÀFXOWLHVZLWKVH[XDOUHODWLRQDO
social and work functioning, possible alcohol and substance 
abuses and addictions, worries, anxieties, fears, hopes, 
goals and ambitions — and more. This fact, and it is a fact, 
requires careful teaching. 
In this article, for introductory purposes, we have consid-
ered the elements of person-centered healthcare education 
and practice in the broadest terms. In a companion article 
to be submitted to Education Biomedica, we will present, 
for discussion, the structural reforms of the undergraduate 
curriculum which we believe to be necessary if person-cen-
tered healthcare teaching and practice are to become op-
erational realities within routine clinical practice. There are 
many practical obstacles to the introduction of person-cen-
tered teaching into the undergraduate medical curriculum 
at the necessary level and to the necessary extent if the 
teaching is to be meaningful and substantial and not merely 
tokenistic and peripheral. Such changes will require vision 
and transformational leadership as recommended by the Eu-
ropean Society for Person Centered Healthcare2,7 and, to 
achieve implementation, such reforms of the curriculum 
will require the understanding and consent of the profession 
as a whole. If implemented, person-centered teaching 
should begin with reforms to student selection (based on 
what students have in their hearts as well as in their heads) 
and a far more thorough grounding in the philosophy of 
medicine and in medical epistemology for those who prove 
successful in gaining entry. Such teaching should begin on 
'D\RIPHGLFDOVFKRRODQGQRWHQGXQWLOWKHÀQDOZHHNRI
WKHÀQDO\HDURIVWXG\
We re-iterate here our strongly held view that excellence 
in clinical practice will remain out of reach until clinicians 
apply advances in biomedicine and technology within a hu-
manistic framework of care. By this we mean that modern 
clinicians must re-learn the methods of contextualization. 
High technical skill remains high technical skill only and we 
view as a truism the claim that clinicians cannot, ipso facto, 
achieve excellence in their profession until they learn how 
properly to use these advances in the context of the human 
person who has become ill and who suffers. A fervent desire 
to achieve such high professionalism, surely the duty of any 
vocation, demands the admission of concepts of excellence 
and full considerations of how to achieve it. In terms of clin-
ical practice, this will necessarily involve the cultivation, 
through undergraduate and postgraduate and continuing 
education and other means, of a definitive ambition to 
treat patients as persons and a willingness to attend to the 
subjective experience of illness by the patient as fully as is 
done when measuring the objective parameters of disease 
in order to understand and treat dysfunction in purely bio-
logical terms. 
In concluding, we contend, with emphasis, that the older 
notions of caring need to be re-discovered — and urgently 
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so, thus enabling modern medicine to understand that its 
function involves not only efforts to ameliorate, attenuate 
and cure, but also and vitally so, efforts to care, comfort 
and console. The challenge is, then, perhaps, this: to take 
the humanistic endeavour of former and historical years and 
to attempt to revive it within the utterly different and 
hugely more complex health system environments of our 
current Age. It is a sine qua non that such a proposed pro-
cess will require a range of effective educational develop-
ments and it is these which we will consider in our 
subsequent paper.
$FNQRZOHGJHPHQWVDQG&RQÁLFWVRI,QWHUHVW
This invited article has drawn directly and in some sections 
verbatim on the content of previously published papers sin-
gly by one of the authors (AM) or jointly by two of the au-
thors (AM & JEA). This derivation has been utilized to 
re-present and emphasize previously articulated observa-
tions, opinions and contentions. The authors of the current 
SDSHUGHFODUHQRFRQÁLFWVRILQWHUHVW
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